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As you can see, we’ve come a LONG way, really! (especially in footwear) 
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“Data talks, anecdotes walk” is really the theme of any evidence-based system. 
Without data to analyze, trend and identify issues, we have no evidentiary base for 
our program activities, much less a method for determining true improvement. It is 
no longer adequate to describe “what we believe went wrong” or “how we think 
things are”, we need a system to collect the data that can illustrate it. 
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The trauma registry will help identify issues in patient care, system issues within your 
facility and activities that can be identified for injury prevention.  How good is the 
charting and documentation from EMS and the facility?  All of this can be evaluated 
using the trauma registry. 
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Most facilities that are participating in the State Trauma Registry are either ACS 
verified trauma facilities and/or are State designated facilities.  We have a significant 
number of non-designated facilities that submit TR data/cases and more are 
submitting every year! 
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Initial Trauma Registry computer tools were different than they are today! (OK, 
maybe this is a slight exaggeration) 
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There are currently ten facilities that use the software Collector program and 
download their cases to the State registry.  These are busier facilities that see more 
patients and generally have more resources available for care of these patients. 
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Trauma Coordinators and Trauma Registrars attending continuing education 
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Include a 2009 paper abstract form 
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Exclusions list those injured patients, who may meet inclusion criteria but are not 
eligible for trauma registry inclusion. 
Note that only isolated hip fractures due to falls from the same height with any of the 
listed mechanisms without other significant injuries are excluded. This does NOT 
mean all patients who sustain significant injuries due to a fall from the same height 
and who meet other criteria are excluded. It also does not mean that a patient who 
sustains hip fractures and additional significant injuries due to other circumstances 
(fall off a cliff, motor vehicle crash, collapse of a building, etc) is excluded, either. As 
we evaluate patients to include/exclude, remember that we are evaluating injury 
patients who need “that next level up” of additional resources (Trauma Team 
activation, trauma resuscitation, expedited procedures and/or operative intervention, 
rapid transfer to higher levels of care, etc.) 
There will always be some patients “outside the lines” who may not meet exact 
criteria. If you are unsure, contact  us @ EMSTS or utilize the Trauma Listserve 
(hhs_trauma_registry@lists@mt.gov) to ask other trauma coordinator/registrars  to 
give their feedback on whether or not to include a patient in the registry. 
 
 
 

20 



21 



22 



We do track many different data elements.  We in Montana and across the nation 
track race, gender, ethnicity, age and insurance payer information.  Why, you may 
ask?  We want to identify trends regionally and as patients move across the State.  
We have identified racial differences in injury occurrence. We have identified trends 
in  mechanisms of injury, blunt and penetrating causes of injury, injury occurrences by 
age and gender and trends in reimbursement. 
 Trauma coordinators consist mostly of RN’s but we also include people who are 
EMTs, ward clerks, LPNs, nurse aides and medical records coders.   Most of us who 
are not medical coders did not learn Etiology-coding or ICD-9 diagnosis and 
procedure coding.  Many of us never paid any attention whatsoever to medical 
coding before becoming trauma program staff.  Most of us have taught ourselves “on 
the job” and some of us have been lucky enough to have experienced people help us.  
If we would just document the injuries and describe the injuries, the software can 
assist us ( for both paper & Collector users) to calculate codes within the software.  
Sometimes, smaller facilities won’t know about the actual patient diagnoses 
(depending on the available diagnostic resources) prior to transferring the patient, 
but they can describe the closed head injury with GCS of 13 and LOC for 40 minutes 
in a confused and agitated patient or provide a description of the injuries they have 
diagnosed, such as fractures, contusions, abrasions and lacerations. 
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It really is essential to have the pre-hospital information.  EMS begins the TEAM 
approach to trauma and is the initial “phase of care” for many injured patients.  
Trauma Team Activation should be initiated by the EMS response and 
communications.  What happens in the field and the invaluable information 
communicated from the field helps the facility activate, assemble, plan, organize and 
prioritize care of the trauma patient.  Many facilities have instituted an emergency 
tech position in the ED (with EMT certification as requirement) to assist with caring 
for the trauma patient within a facility.  This can be very helpful for those smaller 
facilities with fewer available staff.  All hands on deck, so to speak! 
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We would encourage facilities to use the trauma flow sheet when documenting care 
of the trauma patient.  The Trauma Flow Sheet can provides “cues” about care and 
what should be documented.  It really is helpful to know that the patient was cared 
for using ATLS guidelines and the ABC’s were followed.  In our feedback to facilities 
using the paper abstract, we do discuss issues of care that didn’t happen in a timely 
matter, didn’t happen at all or happened out of sequence.  We want you to evaluate 
the care that is being provided to the patient and talk about what went right and 
what didn’t go so well, and what needs to be done to change future care so that in 
the future the same issues don’t re-occur. (More about that in Performance 
Improvement)  Did things happen the right way, in the right order and in the right 
time frame???? 
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